Six cases of chronic endophthalmitis following extracapsular cataract extraction and lens implantation are reviewed. All were referred for tertiary management by one surgeon over a period of just over 2 years. In two of the cases coagulase negative staphylococci were isolated and in three Propionibactenum spp were retrieved. In the remaining case a mixed growth of coagulase negative staphylococci and Propionibactenum acnes was cultured. The surgical management, microbiological results, and eventual visual outcome are discussed. To our knowledge, this is the first documented outbreak of chronic pseudophakic endophthalmitis with commensal organisms from a single centre.
in culturing organisms in this condition. Given the unpredictability of which samples yielded positive cultures, we advocate this radical approach.
The visual results are summarised in Table 4 . All had initially successful cataract surgery which progressed to severe visual loss at the time of referral. In four cases the best corrected visual acuity after surgical intervention as described above, was better than 6/18, one still has persistent macular oedema and the detached retina was deemed inoperable. Of note here is the recurrent problem of controlling intraocular pressure both before and after surgery ( (Fig 2) , whose natural habitat is the human sebaceous follicle and is a normal commensal of the conjunctival sac. It is associated with chronic skin infections, as its name suggests, and has been found to contaminate a variety of prosthetic devices.'5 It is a potent stimulant of the immune system, activates complement via the classic and alternative pathways, and produces chemotactic factors, but is largely, resistant to the killing mechanisms of polymorphonucleocytes and monocytes, such that after phagocytosis it persists intracellularly. 16 The clinical course of chronic infective endophthalmitis is similar to that of phakoantigenic uveitis and it has been suggested that there is an adjuvant effect of the bacteria with residual soft lens material to provoke an immune response.4 1" Were this to be the case one might expect that there would be some incidence of associated uveitis of the other eye. However, in a series of 26 
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I have suggested that the severity of the condition should dictate the therapeutic strategy. All six of our cases fall into the more florid category and justify our radical approach. We recognise that there is no consensus in the literature on precisely how aggressively to treat this condition, but when it is treated inadequately, the patients enter a spiral of incomplete interventions leading to blindness.
There have been reports of exacerbation of this condition with YAG laser capsulotomy4`0 and this would be consistent with the histological and microbiological findings of localised capsular microabscesses.2 24 3-32 However, it should be noted that the presence of a capsule is not absolutely necessary.2133 Our results here of the marked capsular colonisation (Fig 3, Tables  2 and 3 ) lead us to favour a more aggressive approach which debulks the pathological load and removes the infected prosthesis and tissues, since it has been shown that bacteria adherent to the lens have enhanced protection from concentrations of antibiotic well above the minimum inhibitory concentrations normally required. '9 Despite the uncertainty over the best way of treating this condition there is remarkable unanimity over the need for committed and enthusiastic microbiological processing of the samples. We have found the presence of a microbiologist in theatre a great asset and reassurance, since there is an exponential loss of colony forming units with time. Samples of the aqueous, capsular plaques, and vitreous were incubated on blood agar, chocolate agar, and Sabouraud's plates. Thioglycollate and glucose serum broth should also be used but any temptation to use blood culture bottles alone should be avoided.-3'3
The sensitivity of Propionibacterium acnes to standard antibiotics has been documented in vitro's and this has been largely verified by the clinical ophthalmic experience. Our choice of antibiotics in these cases was driven initially by personal preference and subsequently by the microbiological data as they became available. We are grateful for the assistance of Dr S Al-Saraj, Department of Neuropathology, the General Infirmary at Leeds, who provided the histology.
